Methods and results
We surveyed 108 clinical students (90% response rate) who were about one year away from completing medical school at the University of Toronto. We asked them to report how often they had been placed in a clinical situation in which they had felt pressure to act unethically. Nearly half (47%; 48/103) of students reported that this had happened to them very frequently, frequently, or occasionally. When asked to rate how often they had witnessed a clinical teacher acting unethically, 61% (62/102) of students reported that this had happened to them very frequently, frequently, or occasionally.
Having ascertained that students encountered ethically problematic situations in their clinical training, we held four focus groups with 20 clinical students who were one year from completing medical school. Our content analysis of the focus groups revealed three categories of ethically problematic situations: conflict between the priorities of medical education and those of patient care, responsibility beyond a student's capacities, and involvement in patient care perceived to be substandard (table) .
Finally, in the focus groups, students reflected that the ethical problems they encountered were seldom discussed or resolved with clinical teachers. For instance, one medical student described a situation in which a number of medical students were disturbed by Types of ethical dilemmas faced by students, with examples and quotations from focus groups • Patients asked to return to clinic for follow up visits and not informed that the visits were entirely for teaching purposes
Once, when I was on call, there was a patient who was palliative, in a vegetative state. The resident [house officer] I was working with decided that this would be a good opportunity for me to learn how to do a femoral stab, even though it was not necessarily medically required. The patient was not expected to [recover] from his current condition, and wasn't in a position to argue, and I think there was a very thinly veiled excuse that we could do it. It was more or less for the exercise in education on a non-consenting patient. It struck me as so at the time too, but we don't really get a lot of opportunity to practise those types of procedures.
• House officer instructed a student to perform a femoral puncture, for purely educational reasons, on a comatose patient who did not need the procedure • Students asked to perform pelvic examinations on patients under general anaesthesia without patients' prior consent • Patient's name and details of care discussed by staff and students in a public place
Responsibility exceeding student's capabilities (15)
• Student completed antenatal visits with patients who were never seen by a doctor I had one [an ethical dilemma] on obstetrics, being asked to go get a consent for a dilatation and curettage. I was on call at a peripheral hospital on the weekend. No resident; just the staff [consultant] . The staff wasn't the most cooperative. And so I went and did it. But I checked with the patient: "Did the staff talk with you about the complications and the risks and the expectations? Because, frankly, I would not be capable of doing that." The patient said "Yes, yes, yes," and I documented that I didn't do the discussion [and that] the staff did the discussion. And on the consent [form] I put my name and "CC3" [denoting medical student status] in big letters after it, but I still thought it was ridiculous.
• House officer refused to respond to student's request for help in assessing an unstable patient
• Student and house officer left by teacher to close a wound, without knowing how to close it properly
• Student expected to give weekly psychotherapy sessions without supervision Involvement in care perceived to be substandard (9)
• Student witnessed house officer responding inappropriately to patient's refusal to have joint aspiration; consent form completed, but consent not meaningfully given
On my medical rotation, there was a patient on the floor who had lung cancer but [the physicians] weren't sure [of the type]. Nobody would tell the patient that he had cancer. The pathology report said that it was very suspicious for malignant cells. Anyone with any sort of medical training would know that the chances of it being malignant were very high.
[Yet] nobody talked to the pathologist to find out what information they could tell the patient based on that. I asked the pathologist afterwards, and it was very clear that the patient could have been told he had cancer but they just didn't know exactly what type it was and they didn't want to get into specifics until they knew that every test had been done. This patient was probably in the hospital close to a week and a half and, every time I would go in the room, he would keep saying to me, "I don't have cancer do I?" And I was not at liberty to even tell him anything because the staff and the respirologist wouldn't tell him.
• Student instructed by house officer to repair a child's scalp laceration with inappropriate supplies
• Patient requested a narcotic-free vaginal delivery but given intravenous narcotics without her knowledge a situation they encountered, but felt powerless to resolve it. "We were in seeing the patient and there were four medical students in there and this girl had already sat through an hour with me going through a complete history and physical. And then, the staff [clinical teacher] decided that he would use her for the rest of the two hours for all of us to do the exam on her and she had no idea why we were there . . . One of the medical students was looking at her fundi and he couldn't see them. So, the staff was yelling, "Any idiot can see the optic fundus. How can you not see it? I can see it. Look! Why can't you see it?" Then he said, "I want each and every one of you to keep looking until you see it." So the poor girl is getting blinded by four of us trying to see her fundi . . . He was just so inappropriate, the poor girl was almost in tears . . . We were all very intimidated; we thought it was inappropriate and we all talked about it later, but he [the clinical teacher] put us all in a position where we were scared to death of him. We were afraid to say anything [although] he was probably wrong."
Comment
Previous research indicates that medical students experience ethical dilemmas concerning patient care; our study confirms this and goes further by identifying three types of ethical dilemma characteristic of early clinical training. It also suggests that these dilemmas are seldom resolved during medical school. We hope that by learning to recognise and explore these ethical dilemmas medical educators will be able to expose, and ultimately dismantle, deleterious aspects of the "hidden curriculum" which currently hinder the ethical growth of medical students.
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Participants, methods, and results
After obtaining ethics committee approval and informed consent, we studied 463 adult patients undergoing elective inpatient surgery. An observer experienced in postoperative review followed up all patients daily until the third postoperative day. The primary end point was quality of recovery, as measured by a quality of recovery score consisting of nine (range 0-18) items.
4 Secondary end points included recovery times and the incidence of complications (postoperative nausea and vomiting, headache, backache, and sore throat).
Data were analysed using t tests or generalised linear models (to adjust for the covariates of patients' age, American Society of Anesthesiologists status, and extent and duration of surgery). Associations were described using 2 , risk ratios, and 95% confidence intervals. Cox proportional hazards was used to adjust for the covariates to identify the effect of gender on the pattern of recovery.
The men (n = 241) and women (n = 222) in our study were similar in terms of age, American Society of Anesthesiologists physical status, and type, duration, and extent of surgery. Women were more likely to have a history of postoperative nausea and vomiting (42 (19%) women v 18 (7.4%) men, P < 0.001) and to have received prophylactic antiemetic agents (102 (46%) women v 70 (29%) men, P < 0.001).
Women emerged significantly more quickly than men (table) , and overall quality of recovery was worse (quality of recovery score averaged over time: women 15.7 (95% confidence interval 15.6 to 16.0); men 16.3 (16.2 to 16.5); P = 0.024). Women had a slower return to baseline health status, as determined by their quality of recovery score (hazard ratio 0.75 (0.59 to 0.95), P = 0.005), and were more likely to have postoperative complications (table). All these findings were similar when analysed separately for each anaesthetic regimen and type of surgery (results not shown).
Comment
We found that women emerged more quickly than men from general anaesthesia but had a 25% slower rate of return to their preoperative health status. They 
